(2) No detectable sensory loss with relief of pain.
to painful stimuli depends not only on the nature of the stimulus but on past experience and interaction with other sensations. The recent use of nonanalgesic preparations in the relief of pain, such as carbamazepine for trigeminal neuralgia, and amitriptyline fcr chronic tension headache (Lance and Curran, 1964 ) and post-herpetic neuralgia (Woodforde et al., 1965) , demonstrates how the holistic
PAIN AND THE PSYCHIATRIST
One of the broadest aims of medicine is the relief of human suffering. And of course the relief of pain is one of the greatest problems of .medical practice. If this be so, we psychiatrists might well ask ourrelves whether we pull our weight in the general scheme of things.
Sometimes we can tell the referring doctor that the patient's pain is due to a masked depression and has ;I good chance of relief with antidepressant drugs. We can help. when the pain of organic illness is rggravated by an overlay of anxiety. The bizarre pains of schizophrenia and deep depress.ion are relieved by E.C.T. But it often-turns out that we are not so successful with the pain of the hypochondriac or that of the demanding hysteric.
However, it is pain of organic origin that I would have you consider. As psychiatrists we tend to feel that this is not within our province. In taking up this attitude perhaps. we are merely conforming to the milieu in which we live. Children are taught that pain is relieved by A.P.C.; and it is not long before they learn that more severe pain is relieved by an injection. This is all part of our culture. The possibility of relief of pain by any other method than medication does not occur to most people, doctors included.
There would seem to be two essential points. Is the taking of analgesic drugs harmful, and is there any other satisfactory way of coping with organically determined pain? The investigations that have linked aspirin with gastric haemorrhage and the continued use of phenacetin with kidney failure would suggest that even simple analgesics are not without danger.
But there is another possible hazard. This is something much more intangible as it concerns our attitude view of pain perception may lead to advances in the management of pain. 4s such an approach possible? First let us consider what we know of the available mechanisms which we have within our mind. Pain can be controlled by distraction. Mother distracts her child's attention, and his pain is eased But it is hard for the adult to maintain distraction in this way. Denial is often an effective defence against disturbing psychological conflicts, but with pain it breaks down with most of us. Pain can be psychologically eroticized so that it brings masochistic satisfaction, but in this case control is established only at cost to the personality. We can help patients to control pain by teaching them dissociation in a few sessions of hypnosis. Even severe organically determined pain may be brought under control in this way; but this in itself introduces another hazard that too great facility in dissociation may lead to spontaneous dissociations in other areas. Autohypnosis can be used to control pain. But there is still another approach which has barely been explored by western medicine. This is the method of eastern mystics who learn to experience pain in pure form without any psychological overlay at all. The pain is felt as a bare sensation, and as such, there is little hurt in it.
It would seem that the mind has within it mechanisms which can often establish a fairly effective control of pain. But people in general do not know how to use these mechanisms. As psychiatrists we should surely learn more of this, for it is not sufficient simply to conform to our milieu and continue the ever increasing prescription of analgesics.
(Dr.) AINSLIE MEARES, 45 Spring Street, Melbourne, Victoria. This picture has now radically changed; the topic of death and its consequences has been substantially freed from its traditional taboo in Western societyj, and with relative suddenness the theme has been developed from a variety of viewpoints. One major contribution has come from Bowlby's observational studies of separation reactions in childhood5, which provided the initial impetus for the development of a complex theoretical structure concerning the relevance of infantile mourning for later psychopathologye and in particular for the later development of depressive illnesses7. A much more detached and perhaps in the long run less informative approach has produced a series of statistical analyses of the incidence of childhood bereavement in various groups of adult psychiatric patientsS."lO, but the methodological difficulties. in these studies are large and the conclusions that can as yet be drawn from them are correspondingly tenuous. In particular, such studies on large populations can take no account of the various factors which may have aided or impeded the mourning process in childhood, nor can they examine the interpersonal environment of the child at the time of and subsequent to the bereavement, which may yet turn out to be the crucially relevant matters.
BEREAVEMENT
Systematic studies of bereavement in adult life are of even more recent date, and have gone hand in hand with an alteration in value systems which has permitted the systematic investigation of attitudes towards death" and of the circumstances surrounding death and dyinglx. Particular interest has been shown in the problems of widows, beginning with Marrisls, who showed that nearly half of a population of 72 widows reported a lasting deterioration in their health when interviewed approximately two years following their bereavement. Conjugal bereavement has been shown to lead to an increased mortality rate in the survivors, particularly in the younger group14, and Young e l al., using a population of widowers, demonstrated that the increased mortality is most marked during the first six months following bereavement, when there is an increment of about 40% in the expected rate.15 Parkes has shown that there is an increase in the incidence of hospitalked psychiatric illness16 and in the frequency of general practitioner consultation17; he has also given extended descriptions of the normal and pathological forms of adult mourninglsslQ. Krupp20121 has also made important contributions of this kind, while Pollockn2 has analysed processes of mourning in both man and animals.
Mu:h of this work points to the possible significance of conjugal bereavement as a focal point for preventive psychiatry, but much more data needs to be collected and analysed before such a hope can become a reality. Certainly bereavement seems to be an outstanding example of accidental crisis (CapIan)"{, and may well therefore be a uniquely appropriate time at which to introduce preventive intervention in suitable subjects in an attempt to modify later psychopathological consequences. Firstly however it is necessary to define some of the differences between widows who resolve the bereavement crisis satisfactorily and those who fail to do so. To this end a major study is under way in the Laboratory of Community Psychiatry of Harvard UniversityrJ, but this programme is of such magnitude and complexity that it will be some time yet before its conclusions are known. Working retrospectively, Maddison and Walker ( 1967)-"t5 have confirmed that a substantial number of widows, 21% in one study and 31% in another population, show a major health deterioration in the post-bereavement year, and have suggested that the widow's perception of the supportiveness or ncn-supportiveness of her soc:al network is an extremely important factor in determining the outcome. If the findings of the first stage of this study, carried out on an American population, can be substantially confirmed with Australian subjects, it will then be possible to identify, within a few months of bereavement, those widows at maximum risk of pathological consequences. The value of preventive intervention could then be tested on such a group, contrasted with a matched population of widows at risk who do not receive such intervention.
From whatever angle the subject is approached, there can be little doubt of the relevance of both clinical studies and research programmes in bereavement for an understanding in depth of many of the problems which are of daily concern to the psychiatrist. Passing attention has been given to the parent
